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Abstract
We present an interesting case of bilateral microlithiasis. Microlithiasis is usually considered a benign
condition with no need for follow-up. However, when a patient with testicular microlithiasis has a positive
family history of testicular cancer, such patients should be followed up closely to detect the development
of testicular cancer.
© 2012 Production and hosting by Elsevier B.V. on behalf of Pan African Urological Surgeons’ Association.
s
i
T
p
a
W
r
Open access under CC BY-NC-ND license.ntroduction
esticular microlithiasis is characterized by microcalcifications
ithin the lumina of seminiferous tubules. It is an uncommon find-
ng and often noted incidentally on ultrasound examination of the
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CC BY-NC-ND license.crotum. Testicular microlithiasis itself is a benign condition but
ts association with testicular malignancies makes it interesting.
he true incidence of testicular microlithiasis is not known but the
revalence in symptomatic patients in different published series is
round 0.6–9% [1,2].
e present a patient with bilateral testicular microlithiasis and
eview the current literature.
ase report
white 37-year-old trade unionist noticed a painless lump in his
ight testicle nearly 12 months ago. At the time of referral he was
arried with children and had no lower urinary tract symptoms or
rectile dysfunction. Over this period the lump did not increase in
ize. He became quite concerned and decided to have it examined
s his brother was recently diagnosed with testicular cancer at the
ge of 39 for which he had undergone radical orchidectomy. He did
ave a previous history of bilateral congenital hernias, repaired at
he age of 6 months.
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cFigure 1 Bilateral micro
Examination revealed a small non-tender swelling on the ante-
rior aspect of the right testicle, the rest of the examination being
normal.
Tumour markers were normal, while scrotal ultrasound revealed
extensive bilateral microlithiasis with a 4 mm cyst on the right side,
probably subcapsular (Fig. 1). The appearance of the cyst was benign
with smooth walls and an anechoic appearance. It was decided
to enrol the patient on the testicular surveillance programme with
regular ultrasonic follow-up.
Discussion
Testicular microlithiasis is a condition of uncertain aetiology, being
increasingly reported due to the widespread use of high-frequency
testicular ultrasound in diagnosing scrotal abnormalities. There have
been reported cases of its possible association with many conditions
including testicular neoplasms, cryptorchidism, spermatic cord tor-
sion, infertility and hypogonadism [3,4].
The normal testis has a homogenous echogenicity on ultrasound.
Any calcification in the parenchyma is readily depicted. The sono-
graphic appearance of testicular microlithiasis is characteristic and
usually constitutes 1–3 mm diffuse, punctate, non-shadowing hyper-
echoic foci scattered within the testicular parenchyma [5]. Typically
both testes have a symmetrical distribution, but an asymmetric dis-
tribution with unilateral foci and clumping is also recognized [6].
Quantification of the extent of testicular microlithiasis is possible.
If there are more than 5 microliths on a single ultrasound image it is
designated as classical testicular microlithiasis (CTM) while fewer
than 5 microliths is called limited testicular microlithiasis (LTM)
[7].
The microliths detected on ultrasonography are formed within the
lumina of the seminiferous tubules. They are thought to arise from
G
a
bsis with cyst on right side.
trophic and degenerated cells within the tubules, which eventu-
lly calcify. On electron microscopy, the microliths, which measure
round 30–90m in diameter, have a central calcified zone sur-
ounded by concentrically layered collagen fibres [8]. The presence
f concretions in the seminiferous tubules would theoretically
redispose to infertility and the reported prevalence of testicular
icrolithiasis in infertile men ranges from 0.8% to 3.1% [9,10]. It
s uncertain whether the prevalence is actually any higher, as none
f the studies had a control group to compare their findings.
ecent reports have associated testicular microlithiasis with
ntratubular germ cell neoplasia and primary testicular malignancy.
t is this association that is cause for concern. The prevalence of
rimary testicular tumours in patients with testicular microlithia-
is ranges from 15% to 45%. When the prevalence of testicular
umours in men with or without microlithiasis was compared, the
revalence was statistically significantly higher in the microlithiasis
roup [2,11].
ive definite cases of primary testicular malignancy arising in
atients with documented pre-exiting testicular microlithiasis have
een reported [3]. However, the reported series failed to demonstrate
hether the risk of future testicular malignancy is greater in patients
ith testicular microlithiasis than in patients without [1,11].
any authors recommend regular ultrasound follow-up, tumour
arker determination and physical examination [12]. Some authors
ven advocate CT evaluation of the chest and abdomen [13] and
esticular biopsy [14]. Current practice varies widely between dif-
erent centres, and in our department yearly follow-up ultrasound is
urrently offered.iven the financial constraints in developing countries and the reli-
bility with regular follow-up, it seems prudent that patients should
e educated about the importance of testicular self-examination and
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[
[
Ultrasound 1996;24(4):197–202.0
ncouraged to at least have an annual physical examination. This
oes not suggest in any way that ultrasonography can replace phys-
cal examination, but regular self-examination and follow-up may
ctually result in early detection in some patients. Given the fact
hat the natural history of testicular microlithiasis is still uncertain
nd follow-up controversial, the proposed regime for management
eems reasonable.
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